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Breastfeeding Assessment

• Before  be ing  ab le  to  addres s  common breas tfeeding  
s itua tions , the  phys ic ian  needs  to  as s es s  breas tfeeding  
by obs erving  the  infan t feeding  a t the  breas t 

• See  Bas ic  Breas tfeeding  As s es s ment pres enta tion

• The  fo llowing  pres enta tion  d is cus s es  how to  manage  
common breas tfeeding  s itua tions  and  adminis te r 
trea tment to  the  breas tfeeding  dyad



Objectives

• The  normal cours e  of es tab lis hment of breas tfeeding  and  
trouble  s igns

• Signs  of adequa te  milk s upply
• Common caus es  and  management of reduced  milk 

s upply
• Normal pa tte rn  of weight ga in  in  the  breas tfed  infan t
• Common caus es  and  management for s low weight ga in  

in  the  breas tfed  infan t
• Common caus es  and  management of s ore  n ipples  or 

poor la tch , inc luding  inverted  n ipples

At the  end  of th is  pres enta tion , the  lea rner will be  ab le  to  
d is cus s :



Prevention, Prevention, Prevention

• Prevention  is  the  mos t e ffec tive  way to  dea l with  the  
management of low milk s upply (rea l o r perce ived), 
s ore  n ipples , and  poor weight ga in

• Unders tanding  and  be ing  ab le  to  expla in  to  mothers  
how normal breas tfeeding  is  es tab lis hed  is  the  key to  
prevention



Establishment of Breastfeeding —
Hormonal Control

• Pro lac tin  s igna ls  a lveola r 
produc tion  of milk

• Oxytoc in  caus es  milk to  be  
e jec ted  in to  the  duc t s ys tem  
(“le t down”) 

• Feedback Inhib itor of 
Lac ta tion  (FIL) – s mall whey 
pro te in  whos e  pres ence  
decreas es  milk production

• Effec tive , frequent emptying  
of the  breas ts  is es s entia l to  
milk production

Breas t is  fu ll Breas t is  emptie r

Pres ence  of FIL   
s lows  milk  
s ynthes is

Les s  FIL pres ent 
s peeds  up  milk 
s ynthes is

Feedback Inhibitor of Lactation

Presenter
Presentation Notes
• Effective stimulation of the nipples causes release of prolactin. Prolactin levels are highest at night and about 45 minutes after a feeding.  
• Stimulation of the areola causes oxytocin release.
• FIL builds up as milk accumulates in the lumen of the mammary gland. If the breast is not drained adequately, volume of milk may be reduced. 



Establishment of Breastfeeding —
Infant Role

• Hea lthy newborns  s hould  breas tfeed  with in  the  
firs t hour of life

• Newborns  s hould  feed  8–12 times  per 24 hours
• Some normal pa tte rns  inc lude :

– Nursing almost continuously for several hours then 
sleeping for several hours

– Breastfeeding every 30–40 minutes for approximately 
10 minutes around the clock

– Frequent feedings between 9 pm and 3 am
• Every infan t and  mother a re  d iffe ren t 



Table  7-5 Infant Breas tfeed ing  S tyle s , p . 86, Breas tfeeding
Handbook for Phys ic ians

Presenter
Presentation Notes
Pictured on this slide are the different types of breastfeeding styles. Understanding these styles can help physicians and others to assess and support breastfeeding. 



Establishment of Breastfeeding —
Maternal Role

• Teach  mother in fan t feeding  cues :
– Rooting
– Sucking movements or sounds
– Putting hand to mouth
– Rapid eye movement
– Cooing and sighing
– Restlessness

• Newborns  feed  8–12 times  every 24 hours
• The  infan t may need  to  be  woken to  feed

Presenter
Presentation Notes
• Infant cues can include rooting, sucking movements or sounds, putting hand to mouth, rapid eye movements, cooing or sighing, and restlessness.
• To wake baby, try undressing baby or removing blankets, changing diaper, placing infant skin-to-skin, or massaging skin. 



Establishment of Breastfeeding —
Provider Role

• Dis courage  infan t-mother 
s epara tion  and  encourage  
breas tfeeding  with in  the  firs t 
hour a fte r b irth

• Help  with  proper pos ition ing  
and  a ttachment 

• Encourage  rooming in  and  
feeding  on  demand

• Educa te  mothers  about:
– Normal volume of 

colostrum
– Number of times the infant 

should stool and void
– When milk “comes in”

• Dis courage  s upplementa tion
• Provide  fo llow up  48–72 

hours  pos t-d is charge

Presenter
Presentation Notes
Educate mothers that the small volume of colostrum that is expressed in the first days is normal and adequate nutrition for their baby. 
Educate mothers that their “milk” may not come in for a few days and that this is normal.  



Establishment of Breastfeeding —
Colostrum

• The  firs t milk, co los trum, is  rich  in  pro te in  and  an tibodies  
– Nuetrophils in colostrum promote bacterial killing, 

phagocytosis, and chemotaxis
• Small vo lume is  normal:

– 7-123 ml/day first day
– 2-10 ml/feeding day 1
– 5-15 ml/feeding day 2 



Establishment of Breastfeeding —
Colostrum (cont.)

• Colos trum s timula tes  in tes tina l peris ta ls is  which  
decreas es  en te rohepa tic  c ircu la tion , encouraging  
e limina tion  of b ilirub in

• Low volume of co los trum encourages  frequent feedings , 
which  encourages  milk to  “come in”



Establishment of Breastfeeding —
When the Milk “Comes In” 

• Mature  milk cons is ts  of foremilk (h igh  volume, low fa t) 
and  h indmilk (low volume, h igh  fa t)

• Typica lly “comes  in” a t 24-102 hours  pos tpartum
• Requires  e ffec tive and frequent milk removal in  the  firs t 

week of life



How do I know if the infant is 
breastfeeding effectively? 

• Baby is  conten t a fte r feedings
• Audib le  s wallowing  during  feedings
• Mother’s  n ipples  a re  not s ore
• 3+ s tools /day a fte r day 1
• No weight los s  a fte r day 3 
• Breas t fee ls  les s  fu ll a fte r feeding



How do I know when the milk has 
“come in”?

• 6+ wet d iapers /day
• Yellow, s eedy s tools  by day 4–5
• Breas ts  a re  noticeably la rger and  fee l firmer and  heavie r
• Mother may begin  to  fee l “le t-down” re flex 
• Breas ts  may leak be tween or during  feedings



Nutritional Guidelines and Expectations

• Average  milk in take  per day a t 1 month  is  750-800 ml 
(range  440-1200+)

• Average  weight los s  of 7% a t 72 hours  (not to  exceed  
10% in  te rm newborns )

• 15-30 g /day weight ga in  from day 5 to  2 months



Nutritional Guidelines and Expectations

• Normal timing  to  rega in  b irth  weight (by day 10)
• At leas t 3 BM’s /day in  firs t 4-6 weeks  (a fte r 6 weeks  of 

life , one  BM up to  every 10 days  is  normal in  an  
exc lus ive ly breas tfed  baby who is  ga in ing  weight 
normally)





Perception of Insufficient Milk Supply

• Very common (50% of breas tfeeding  mothers )
• Common caus e  for weaning
• Only about 5% of women will no t produce  adequa te  

amounts  of milk for the ir baby 



Reasons a Mother May (Falsely) Believe 
her Milk Supply is Insufficient

• Lack of educa tion  about normal breas tfeeding  pa tte rns  
and  behavior

• Soft b reas ts  
• Growth  s purts  tha t ins tiga te  need  for frequent nurs ing
• The  eas e  with  which  the  infan t ea ts  from a  bottle
• Inability to  expres s  la rge  volumes  of milk 
• Does  not experience  le t-down
• Frequently fus s y infan t

– But gaining weight normally

Presenter
Presentation Notes
• Lack of education regarding normal establishment of breastfeeding and how little baby needs in first few days of life.
• Breasts will be soft initially before milk comes in and after initial breast fullness when milk comes in.  Many women mistakenly believe this means they are no longer making sufficient milk, when in fact it just means their bodies have adjusted to their baby’s intake demands.
• During growth spurts, babies may increase frequency and/or duration of feedings.
• After a feeding, some babies with a strong need to suck may very well want to continue nursing or accept a bottle.
• How much milk a woman can express is skill dependent and usually unrelated to her milk supply (especially if she is expecting to express a lot of milk right after her baby has nursed).
• Some women do not feel let-down and many will notice their ability to feel let-down decreases with time.



Reassurance

• If the  infan t is  ga in ing  weight well and  s tooling  and  
void ing  appropria te ly 
– Reassure mother her milk supply is adequate
– Discourage supplementation
– Review normal patterns of breastfeeding, elimination, and 

weight gain



Causes of Decreased Milk Supply

• Anyth ing tha t limits  the  infan t’s  ab ility to  extrac t milk 
e ffec tive ly and frequently, s uch  as :
– Separation of mother and infant
– Scheduled intervals between feedings 
– Poor latch
– Early use of pacifiers
– Prematurity



Causes of Decreased Milk Supply

• Supplementa tion  with  formula
• Delayed  milk e jec tion  s econdary to

– Stress
– Pain

• Materna l medica tions  (e .g ., combina tion  ora l 
contraceptive ) 



Less Common Causes of 
Insufficient Milk Supply

• Materna l hypothyro id is m
• Polycys tic  Ovarian  Syndrome
• Previous  breas t s urgery
• Breas t hypoplas ia
• Sheehan’s  Syndrome
• Reta ined  p lacenta

Presenter
Presentation Notes
• Previous breast surgery should only interfere with milk supply if nerves or ducts are severed.
• Sheehan’s Syndrome is hypopituitaryism caused by infarction of the blood supply to the pituitary secondary to severe postpartum hemorrhage.
• Retained placenta results in continued high levels of progesterone, which inhibits milk production.



Slow Growth as Indicator of 
Decreased Milk Supply 

• Weight los s  > 10% of b irth  weight
• Fa ilure  to  re turn  to  b irth  weight by 2 weeks
• Average  weight ga in  < 20 g /day be tween 2 weeks  to  3 

months  of age



Other Causes of Slow Growth

• Ineffec tive  feeding  (which  in  turn , o ften  caus es  
decreas ed  milk s upply)

• Increas ed  ca loric  demands  (e .g ., heart d is eas e)
• Food a lle rgy
• Gas troes ophagea l Reflux (or more  ra re ly, pyloric  

s tenos is )
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Presentation Notes
• Ineffective feeding secondary to e.g., infection, Trisomy 21, congenital anomalies of the face or mouth, congenital heart disease, cystic fibrosis, neurologic conditions, short frenulum, sleepiness, etc.



Management of Slow Weight Gain

• Don’t mis s  it!  
• See  the  pa tien t a t 3-5 days  of life  or with in  48–72 hours  

of d is charge



Management of Slow Weight Gain (cont.)

• Obta in  a  comple te  medica l h is tory inc luding :
– Maternal history
– Presence of breast enlargement during pregnancy
– Birth history
– Psychosocial stressors
– Signs and symptoms of maternal or infant illness
– Current feeding history and problems

Presenter
Presentation Notes
• Maternal history should include previous breast surgeries, illnesses, previous feeding experiences.
• Birth history should include whether infant was premature, suctioning at birth, postpartum hemorrhage, separation of mother and infant.



Management of Slow Weight Gain (cont.)

• Comple te  phys ica l exam inc luding :
– Mother’s breasts and nipples
– Infant oral-motor exam
– Evidence of congenital anomalies
– Evaluation of frenulum

• Obs erva tion  of a  feeding  to  look a t:
– Infant positioning
– Latch
– Infant suck
– Refer to the Residency Curriculum, Basic Breastfeeding 

Assessment presentation for guidance

Presenter
Presentation Notes
LATCH SCORE: In hospital practice often scores recorded based on mother’s report instead of observation
L = Latch
0 = Too sleepy or reluctant, No latch achieved,1 = Repeated attempts, Hold nipple in mouth, Stimulate to suck
2 = Grasps breast, Tongue down, Lips Flanged, Rhythmic sucking

A = Audible swallowing
0 = None, 1 = A few with stimulation, 2 = Spontaneous and intermittent <24 hrs. old, Spontaneous and frequent >24 hrs. old

Type of nipple
0 = Inverted, 1 = Flat, 2 = Everted (after stimulation)

Comfort (Breast/Nipple)
0 = Engorged, Cracked, bleeding, large blisters or bruises, Severe discomfort , 1 = Filling Reddened/small blisters or bruises, Mild/moderate discomfort, 2 = Soft, Non-tender

H = Hold (Positioning)
0 = Full assist (staff hold infant at breast), 1=  Minimal assist (i.e. elevate head of bed; place pillows for support), Teach one side, mother does other, Staff holds and then mother takes over, 2 = No assist from staff, Mother able to position & hold infant

Kumar SP, Mooney R, Wieser LJ, Havstad S . The LATCH scoring system and prediction of breastfeeding duration.
J Hum Lact. 2006 Nov;22(4):391-7.





Management of Slow Weight Gain (cont.)

• Optimize  pos ition ing  and  la tch
• Trea t s ore  n ipples
• Increas e  frequency of feeds
• Expres s /pump milk a fte r feedings  to  ens ure  comple te  

emptying  of breas ts
• Trea t materna l or in fan t illnes s  if p res ent 

Presenter
Presentation Notes
• Refer to a lactation consultant if possible.



Management of Slow Weight Gain —
Supplementation

• If c lin ica lly ind ica ted , s upplementa tion  may be  neces s ary
• Supplement with  expres s ed  breas t milk if pos s ib le
• Begin  with  only 1-2 oz a fte r each  feeding  until milk 

produc tion  increas es

Presenter
Presentation Notes
• Clinical indications for supplementation include dehydration, malnourishment, and failure to increase milk supply with increased frequency, complete emptying of breasts, and correct positioning and latch.



Management of Slow Weight Gain

• Eva lua te  weight ga in  and  breas tfeeding  every 2–4 days
• Once  infan t is  ga in ing  a t leas t 20 g /day, can  change  to  

weekly vis its  un til in fan t is  above  b irth  weight and  
fo llowing  a  cons is ten t growth  curve  

• Other cons idera tions  inc lude :
– Supplemental feeding system
– Supplementing with hind milk
– Use of a galactagogue to enhance milk production

Presenter
Presentation Notes
• Galactagogues are discussed in the Management of Common Breastfeeding Problems presentation.



Sore Nipples

• Brie f pa in  a t the  beginn ing  of a  feeding  can  be  normal in  
the  firs t week

• Severe  pa in , pa in  tha t continues  throughout a  feeding , or 
pa in  tha t pers is ts  beyond the  firs t week is  NOT normal



Sore Nipples

• Poor pos ition ing  and  improper la tch  a re  the  mos t 
common caus es  of s ore  n ipples

• Pa in  may a ls o  be  caus ed  by yeas t in fec tion  or mas titis

Presenter
Presentation Notes
• Improper latch may be secondary to “tongue-tie” (ankyloglossia), which along with mastitis and yeast infections are discussed in the Management of Common Breastfeeding Problems presentation.



Sore Nipples and Low Milk Supply

• If caus ed  by improper la tch , baby may not be  
e ffec tive ly emptying  breas t, lead ing  to  accumula tion  
of Feedback Inhib itor of Lac ta tion  (FIL) and  decreas ed  
milk s upply

• Nipple  pa in  can  inh ib it le t-down re flex



Inverted Nipples

• True  inverted  n ipples  
re trac t toward  the  breas t 
when you pres s  the  
a reo la  be tween 2 fingers

Presenter
Presentation Notes
• Breast shells apply gentle pressure equally around the nipple to help diminish adhesions and improve nipple protraction.  If considering this, strongly advise lactation consultant assistance.
• Most experts do not recommend prenatal attempts to fix inverted nipples as this may lead to premature labor through nipple stimulation, can send a message to mother that there is something wrong with her, and often baby will be able to effectively nurse without any intervention.



Inverted Nipples

• 10% of women have  congenita l invers ion  of one  or bo th  
n ipples

• May be  in te rmitten t and  may become erec t with  infan t 
s uckling  a lone

• May pump prior to  feeding  to  draw n ipple  out
• Breas t s he lls  worn  be tween feedings  controvers ia l



Treatment of Sore Nipples

• Ens ure  infan t is  well-pos itioned  and  la tch ing  on  correc tly 
— this  may be  a ll tha t is  needed

• Apply breas t milk to  n ipple  and  a reo la  a fte r feeding , a llow 
to  a ir d ry, then  apply medica l-grade  lanolin

• Us e  only wate r to  c lean  breas ts
• May us e  ace taminophen or ibuprofen  for pa in  

management



Treatment of Sore Nipples (cont.)

• If n ipples  a re  s till s ore , c racked , or b leeding , have  mother 
begin  breas tfeeding  on  les s  a ffec ted  s ide  then  s witch  to  
more  a ffec ted  s ide  a fte r le t-down

• May us e  a  n ipple  s h ie ld  during  feedings  and/or a  breas t 
cup  or s he ll be tween feedings

• As s es s  for ankyloglos s ia  (tongue-tie )



Summary — Common Breastfeeding 
Situations

• Mos t common breas tfeeding  s itua tions  a re  preventab le  
with  proper breas tfeeding  as s es s ment and  care  pre - and  
pos tna ta lly 

• Thos e  tha t a re  not preventab le  a re  often  trea tab le  and  
s hould  not induce  weaning

• Mothers  s hould  be  educa ted  pre - and  pos tna ta lly about 
breas tfeeding  expec ta tions  and  common preventab le  
s itua tions  

• Phys ic ians  s hould  be  ab le  to  identify common 
breas tfeeding  s itua tions  and  trea t

• More  complica ted  breas tfeeding  problems  can  be  
re fe rred  to  a  lac ta tion  s pec ia lis t 
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